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Traditional hospital crafts still have 
their place in the modern O.T. shop. 
This elderly patient reminds us of 
our responsibility to 
200,000 others like her. 
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Truscon Intermediate Projected 
Psychiatric Windows safely 
admit sunlight and fresh air 
at Ohio State Sanitarium, 


TRUSCON STEEL 


Psychiatric and Detention Windows 


are manufactured specifically for institutional buildings housing 
mental patients. Wide range and variety of styles fits them to all 
geographical locations and to single- and multi-story buildings. 
Electrically-welded steel construction is unusually sturdy and 
damage-resistant. These windows offer... 


3% MAXIMUM LIGHT—No need to sacrifice cheering, health-giving 
sunlight to the requirements of patient confinement. Truscon windows, 
with their extra margins of safety, allow the use of large glassed areas. 


%& CONTROLLED VENTILATION—These Truscon Steel Windows will 
be designed to provide the desired percentage of ventilator area for best 
air circulation. Small ventilators with multiple glass lights allow great 
flexibility of arrangement. 


% DETENTION-PROVED AND SAFE—Truscon window engineers realize 
the importance of protecting mental patients against self-injury. They 
also realize the value of concealing or minimizing all indications of 
enforced restraint. Both these concepts are faithfully carried out by 
Truscon Steel Windows in the best interests of patients and institution. 


Shown here are three popular types of Truscon Steel psychiatric 
and detention windows. Illustrated booklet has complete informa- 
tion on all types of Truscon Steel commercial, institutional, indus- 
trial and residential windows. Write for your free copy today. 


Truscon Psychiatric Window suitable for 


d to self- 


ion of p 


injury. 100% ventilation where desired; 
degree of vent opening can be limited. 
Screens installed cn i 


Intermediate Louver with detention screens. 
Awning type design with 100% ventilation. 
Restraint provided by side-hinged deten- 
tion screen. Glass height approximately 15”. 
Particularly applicable to mental hospitals. 


Maxim-Air Window. Awning type with 
100% ventilation as standard. Vent size and 
degree of opening may be limited as desired. 
Restraint may be further provided by deten- 
tion screens. Suitable for mental institu- 
tions where moderate restraint will suffice. 


TRUSCON® STEEL DIVISION repusiic 


1112 ALBERT STREET © YOUNGSTOWN 1, OHIO 
TRUSCON'S STEEL WINDOW LINE INCLUDES ALL ONVENTIONAL TYPES PLUS EXCLUSIVE TRUSCON DESIGNS 


| 
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THIS MONTH'S COVER 


The elderly woman engaged in the traditional 
hospital craft of rug-making, represents one-third 
of all the patients in mental hospitals and reminds 
us vividly of our responsibility for the hospital life 
of the geriatric patient. 


Today's well-educated occupational therapists 
and energetic young physicians are sometimes more 
interested in the younger, acutely ill patient, whose 
return to the community is not only a positive 
benefit to the patient himself, but also affords pro- 
fessional satisfaction to those who work with him. 
Yet the creative, professional opportunities for solv- 
ing the entirely different problems of the geriatric 
patient are certainly as challenging and as humani- 
tarian. 


For the most part elderly patients prefer familiar 
occupations—the leisured knitting and rocking, the 
peaceful winding of wool with a “neighbor lady,” 
the amiable puttering over a shaky carpentering 
project with a fellow patient. For perfection of 
product is never mandatory—the patient’s personal 
relationships are the effective tool. 


The goal of occupation for the elderly must be 
to draw the patient into the community life of the 
hospital. We must use all his personality resources. 
The hospital for him must be a replica of the com- 
munity. The “mixed family group” is preferable 
to the present situation of having separate work- 
shops for men and women. A new trend is for group 
projects to be developed which will still allow for 
individual craftsmanship. Perhaps this innovation 
will find its greatest stimulus in work for older 
patients. 


Occupational therapy is the oldest of the general- 
ized therapies. One of the burning questions of 
hospital practice today is who should prescribe the 
specific occupation—the therapist or the doctor? 


One recommendation is that a psychiatrist be 
appointed as consultant to the O.T. Department. 
This doctor would need special education on occu- 
pational therapy techniques. He should be able to 
recommend painting or dismantling of old furni- 
ture for the hostile patient; he should know that 
sawing wood and hammering might relieve aggres- 
sive feelings; that the obsessive-compulsive might 
channel his energies into window-cleaning, or book- 
keeping. The answer brings us in full circle to the 
undeniable truth that there is no way in which 
the physician can delegate his responsiblity for the 
patient to anyone. But he can delegate to all his 
associates a full and satisfying job of participation 
in the overall job, and one that is close to the 
patient himself. 
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By RUTH EHRENBERG, M.D. 
Senior Psychiatrist, 


O. T. Called “Psychotherapy’ 
In Germany Thirty Years Ago 


Boston (Mass.) State Hospital. 


Trends in hospital psychiatry ebb and ‘flow, and the current upsurge of 
interest in patients’ activities recalls the program of Dr. Hermann Simon in 
his hospital at Giietersloh, Germany, during the 1920's. This program itself 
only revived what had been done decades earlier. Today, most of Dr. Simon's 
practices are generally accepted, although some of his theories are not. 

Simon's papers concerning activities in mental hospitals appeared in 1927, 
and grew out of a discussion at a psychiatric convention held in 1923. At that 
time he opposed the prevailing opinion that prolonged bed care was the best 
treatment for many forms of mental illness. 


Simon called his treatment “psycho- 
therapy,” although it was not on a 
verbal level, because it addressed it- 
self to the patient’s mind. “Psycho- 
therapy is education,” he stated 
specifically on one occasion. One may 
disagree today with his formulations, 
his repressive approach and his regi- 
mentation of the patients, but the 
practical applications of his treatment 
are of continuing interest. 

Mental illness, according to Simon, 
was a malfunctioning due to organic 
damage to the brain, probably chem- 
ical. (Today we might use the term 
“endocrine disturbances.””) Such dam- 
age, he declared, deprived the patient 
of the proper control of his behavior. 
It made him less able to choose which 
influences to accept and which to dis- 
card; consequently, like a child he 
would be prone to imitate bad habits 
rather than good, and would.be liable 
to emotional outbursts, noisiness and 
uncleanliness. 

Every such instance of “bad” be- 
havior, Simon writes, will leave its 
traces in the patient’s brain and will 
be perpetuated unless suppressed from 
the beginning, and unless useful coun- 
ter-habits are built up. Therapy must 
be essentially a process of re-education 
to re-establish good and healthy habits 
which will enable the patient to func- 
tion at his best with whatever undam- 
aged parts of his brain are left. 

One way to attain this goal, Simon 
decided, was to avoid inactivity and 
put the patient to work. In his hos- 
pital, the Provinzialheilanstalt of 
Giietersloh, he graded the intricacy of 
the tasks according to the amount of 
responsibility each patient was able to 
take. Even newly admitted patients 
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were started in some activity. New 
patients too excited to stick to a job 
were taken for supervised, out-of-door 
walks. 

To enable disturbed patients to be 
occupied without creating embarrass- 
ment in public view, he established 
workshops in the basements of the 
buildings in which they lived, if there 
was good light and ventilation. 

Punishment for failure to perform 
was strictly forbidden. Patients were 
sometimes induced to work through 
rewards of tobacco, chocolate or spe- 
cial privileges. 

Simon found all kinds of work were 
suitable, from cleaning, washing, cook- 
ing and otherwise helping in hospital 
maintenance, to industrial work and 
gardening. Shortage of personnel, he 
found, did not seem to hamper the 
program. 

He usually had a detail of about 10 
patients working together, supervised 
by one attendant, and he stated that 
if he deducted the sick and the infirm, 
he had 98% of the hospital popula- 
tion working. 

Only in the beginning were there 
difficulties with the different depart- 
ment heads with whom the patients 
worked; at first they were inclined to 
consider efficiency as more important 
than the patients’ needs. In time, 
however, Simon was able to insure 
their cooperation and understanding. 
The need to subordinate the entire 
organization of the hospital to the 
therapeutic needs of the patients was 
used by Simon as a cogent reason to 
have a physician as the superinten- 
dent. 

Pleasant quiet surroundings were 


considered important therapeutically. 
Even a disturbed patient was apt to 
behave better in friendly, well-cared- 
for rooms. Walls were painted in 
cheerful colors, and there were cur- 
tains and flowering plants. 

Watchfulness on the part of staff 
members, he taught, would go far to 
prevent destruction, hoarding or 
smearing. The patients’ wishes were 
to be complied with only if expressed 
politely. Nobody was to listen to ex- 
cited talk. Patients should not be 
allowed to write senseless letters. 
Noisy or aggressive behavior was to be 
dealt with by taking the patient away 
from the group, into one of the 
smaller rooms which adjoined every 
day hall. The patient was to be “iso- 
lated” —not locked up, nor was this to 
be presented as punishment, but as a 
protection for the rest of the group— 
“so that you will not disturb the 
others any more.” 

Each patient was made to under- 
stand, however, that the extension of 
privileges or their restriction was the 
consequence of his own behavior. Al- 
though there was no overtone of 
blame or punishment, he was made 
to assume the responsibility for his 
own comfort. 

It was better to prevent excited 
states than to have to suppress them. 
For instance, a patient who habitually 
cursed the visiting physician for keep- 
ing him in the hospital was tactfully 
taken to the next room by an at- 
tendant whenever the doctor ap- 
proached, as was a woman patient 
who would attempt to embrace the 
doctor. Two patients who “had it in 
for one another” were not put on 
the same ward; patients considered a 
bad influence on one another were 
assigned to different work units. Noisy 
patients who kept others awake were 
put in sound-proof rooms or sedated. 

The order for seclusion or sedation 
was given by the ward physician dur- 
ing evening rounds, on a p.r.n. basis, 
and the head nurse was permitted to 
use her judgment in giving them. 
But sedation, day or night, was used 
in emergencies only and was con- 
sidered a failure of “psychotherapy.” 
Simon admitted, however, that more 
sedation was given than he would 
have liked, and stressed that the physi- 
cian must keep constantly alert to 
prevent the increase of its use. 


Physical restraint of any kind was 
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condemned. Simon considered that 
wet sheets were the form of restraint 
most likely to arouse the patient’s 
rage. He prescribed prolonged baths 
occasionally, but their use was reduced 
from year to year. 

Simon rested his case on the fact 
that visitors to the institution would 
inevitably ask him to show them the 
disturbed wards, and he would reply 
that there were none to be shown. 
The entire atmosphere of his hospital 
was changed, he emphasized. It was 
quiet and peaceful, with constructive 
activities going on instead of the for- 
mer assaultive and destructive be- 
havior. 

Many will not agree with all that 
Dr. Simon says about the treatment of 
mental patients. Some will find fault 
because his approach was not sup- 
ported by statistical evidence that it 
produced successful results. Recent 
contributions to the literature, how- 
ever, indicate that activity therapy is 
of value in treating mental illness. 


Mental Defectives 


NEW NURSERY OPENS 
AT N. J. INSTITUTION 


A modern one-story building opened 
recently at the North Jersey Training 
School at Totowa is the result of an 
experiment. Five years ago the school 
began to accept a few newborn mental 
defectives. One cottage was adapted 
for the purpose, and shortly another, 
caring for 142 infants and youngsters. 
The new building is the “Alfred Hall 
Meese Nursery” and will accommo- 
date 330 children. It cost $832,000 
without complete equipment, and was 
named in honor of the school’s su- 
perintendent, who has served since the 
school’s opening twenty-five years ago. 

The annual per capita cost for the 
operation of the entire school is $1,025 
—so far no records have been kept fer 
the nursery but the cost of operation 
is expected to be somewhat higher. 
The staff will include a_ half-time 
pediatrician, seven graduate nurses 
and sixteen attendants, as well as 
dieticians, a teacher, a physiotherapist 
and other personnel. These staff mem- 
bers will be assisted by the high-grade 
girls who comprise the rest of the 
school population. The school’s resi- 
dent physician and psychologists will 


also spend time in the nursery pro- 
gram. 

A research program will be in- 
augurated as soon as the babies are 
moved into the new building in April 
or May. Research is planned in educa- 
tional methods, psychological testing 
and medical treatment. 

When fully equipped the new 
nursery will have cost about $1,100,- 
000. It was financed out of the $25,- 
000,000 bond issue voted by New 
Jersey taxpayers in 1949 and is the 
first new building to result from the 
issue. 

The building is deliberately “un- 
institutional” in appearance. All 
patients’ rooms have at least one, and 
often two, walls of ultraviolet-ray 
glass. The inside woodwork is of 
blond oak; walls are soft shades of 
pink, green and chartreuse, with tan 
ceramic tile. 

There are spacious play areas, both 
indoors and out, for children who can 
run around. The wards are arranged 
so that nurses have a complete view 
of every nook and corner. Two stain- 
less-steel-equipped, modern kitchens, 
two large dining rooms and a special 
formula room will cater to children 
and staff. There is a large central 

unit which will supply oxygen to the 
nursery. A playroom with a “one way” 
window will assist research. 

The North Jersey Training School 
was designed to give a special educa- 
tion program to higher grade retarded 
girls. Sixteen hundred girls have re- 
ceived academic and vocational train- 
ing and have returned to their com- 
munities on a self-supporting basis. 
When the new nursery building is 
completed the total population of the 
school will be 1,100. 


Research 


DOCTORS TO URGE FUNDS 
FOR TRAINING & RESEARCH 


Members of the National Mental 
Health Committee (not to be con- 
fused with National Association for 
Mental Health) will again testify be- 
fore House and Senate Appropria- 
tions Committees as expert witnesses 
early in. April. Three prominent 
A.P.A. members, and Mr. Charles 


Schlaifer (one of the Chairmen of 
the Committee, and a member of the 


National Advisory Mental Health 
Council of U.S. Public Health Serv- 
ice) , will present facts upon the needs 
and possibilities of mental health 
training, research and early treat- 
ment. 

The Committee will, as always, sup- 
port the budget of the National In- 
stitute of Mental Health which calls 
for expanded appropriations for re- 
search, training and community serv- 
ices. 

Emphasis will be upon the need for 
basic and clinical research in schizo- 
phrenia, psychosis with cerebral ar- 
teriosclerosis, senile psychosis and 
alcoholism, the main disorders which 
fill mental hospitals. Developmental 
research to pilot new-type early treat- 
ment centers—out-patient clinics, gen- 
eral hospital psychiatric units, day 
hospitals, and intensive treatment 
units will also be stressed. These cen- 
ters, it will be explained, help to cut 
down hospital admissions. 


M. H. S. News & Notes 


Clothing Committee Sees Slippers 


At a recent meeting of the M.H.S. 
Committee on Clothing for Mental 
Patients headed by Miss Annie Hall 
of Virginia, members saw several sam- 
ple pairs of slippers for elderly incon- 
tinent and medical and surgical pa- 
tients. The Committee decided upon 
one design on the basis that it would 
Stay on, was not slippery underfoot 
and would launder easily. 

The selected pattern is to be made 
up in a tricot (knitted) goods with 
a non-skid sole, and will be tested 
in half a dozen hospitals. If it proves 
satisfactory, members will be informed 
as to where it may be obtained and 
at what prices. 

It is expected that tests on the slip- 
per will be completed before the more 
elaborate tests on the dresses and on 
a two-piece convalescent suit, which 
were announced last month. 


Enclosed with the February issue of 
MENTAL HOSPITALS were the new 
film order forms. Please distribute 
these forms to all department heads 
who might be interested in borrowing 
MHS films, especially the Clinical Di- 
rector, the Chief of the Nursing Serv- 
ice and others concerned with in- 
service education. 


THE PATIENT 


Social Service 


DISCHARGES INCREASED 
AT KANSAS HOSPITAL 


Despite limited staff and facilities, 
Osawatomie State Hospital, Kansas, 
has more than doubled its discharge 
rate, according to the 1952 Annual 
Report. 

The hospital attempts to keep a 
patient on convalescent leave status 
for approximately one year. During 
this time the Social Service Depart- 
ment of the hospital, with the aid of 
the County Social Service Department 
investigates the individual about once 
every six months, or oftener if his 
status seems precarious. At the end of 
a year, if he is getting along well, the 
patient is discharged. 

The hospital hopes, with adequate 
staff and slightly more cooperation 
from relatives and nursing homes, to 
increase its discharge rate on aged 
patients by at least forty percent. Sev- 
eral of the staff, including the superin- 
tendent, Dr. Milton H. Anderson, feel 
that this is a minimum percentage and 
that it should be much higher. (5-4) 


Administration 


AID FUND ASSISTS 
PRIVATE HOSPITAL PATIENTS 


The Patient Aid Fund at the Pinel 
Foundation (Seattle, Washington) 
was created some years ago to make 
psychiatric hospitalization possible 
for those who could not afford to 
carry the whole financial burden. 
During 1952 the Fund received con- 
tributions totalling $10,504 and this 
amount was used to assist more than 
15% of all patients who came to 
Pinel. 

The Foundation exercises great 
care in choosing the recipients of such 
aid. A small committee examines all 
factors involved, including the social 
value of the work to which Pinel 
hopes to return the patient, and the 
prognosis made by the staff after 
examination. 

All information concerning the 
fund and its recipients is confiden- 
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DAY BY DAY 


tial. Neither the staff, the Board of 
Trustees nor individual contributors 
know which patients receive aid. All 
patients receive the same attention 
and use the same facilities. (1-3) 


Equipment 


SOFT-METAL KEYS FOR 
FIRE ALARMS HAZARDOUS 


Dr. Francis H. Sleeper, Superin- 
tendent of the Augusta (Me.) State 
Hospital, has brought to the atten- 
tion of MENTAL HOSPITALS the 
potential danger of using soft-metal 
keys for locked fire-alarm boxes. Such 
keys wear down over a period of time 
and may be inoperable when needed. 
This is especially true in an institu- 
tion such as a mental hospital, where 
employees wear a number of keys on 
key rings. The action of the keys 
striking together causes the soft metal 
to wear down quickly. 

In a letter to the alarm manufac- 
turer, pointing out the serious situa- 
tion thus created, and urging them to 
provide more durable keys, Dr. Sleep- 
er notes that unless the keys are re- 
liable the feeling of security in having 
a fire alarm system is unjustified. 

The hospital has already replaced 
the copper keys furnished by the 
manufacturer with keys of harder 
metal, and these will be tested yearly. 


PORTABLE BARBER CART 
DIAGRAM AVAILABLE 


Barbers at the Jacksonville (IIl.) 
State Hospital find their on-the-ward 
duties easier with the use of a special 
cart designed and built at the hos- 
pital. The body of the cart contains, 
on each side, a duplicate set of draw- 
ers to hold equipment and linens and 
a bin for soiled linen, so that two 
barbers can use the cart at the same 
time. Two stainless steel basins are 
built into the top surface, each having 
a drainage tube leading into a three- 
gallon waste jug concealed in the cart. 
A three-gallon hot water jug is sit- 
uated on top, between the two basins. 
It has a spigot for each basin. Both 
the jugs are easily removable. 


The hospital barbers report that 
the cart saves them time and effort 
in transporting and setting up their 
equipment on the wards. A diagram of 
the cart, with specifications, is avail- 
able from Mental Hospital Service. 


Recreation 


LOCAL BASKETBALL MATCHES 
HELD AT STATE HOSPITAL 


Patients and townspeople sat to- 
gether in Modesto (Calif.) State Hos- 
pital’s gymnasium to watch a basket- 
ball tournament staged by twenty-four 
teams from nearby towns. 

Trophies for the winners and run- 
ners-up in each division of the tour- 
nament were donated by local mer- 
chants, and the event was given wide 
publicity by radio stations and news- 
papers in the area. 

The gate receipts netted more than 
$200 for the patients’ benefit and 
recreation funds. (7-4) 


Occupational: Therapy 


PUPPET SHOW UNITES 
VARIED O.T. SKILLS 


In contrast to the usual scene of 
occupational therapy patients work- 
ing on individual or small-group 
projects with little thought of those 
across the room engaged in some dif- 
ferent, non-comparable activity, the 
Occupational Therapy Clinic of the 
Los Angeles V. A. Center had the 
whole group working towards a com- 
mon goal. (This is real “group ther- 
apy.”"—Ed.) The production of a 
puppet musical allied the efforts of 
those talented in ceramics, art, wood- 
working, sewing, playwriting, music, 
acting, and many other skills. The 
project was introduced by an occupa- 
tional therapist who felt that such a 
joint activity would not only have 
a socializing effect, but would enlarge 
the patients’ respective interests. 

The finished production was pre- 
sented to a large audience of patients 
and staff. At the refreshment period 
following the performances, the pa- 
tients served as hosts and took the 
opportunity to explain the intricacies 
of puppetry to all interested specta- 
tors. (6-3) 
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By ALFRED P. BAY, M.D. 
Superintendent, 


Modern Personnel Program 
Improves Patient Care 


Manteno State Hospital, Ill. 


That any hospital is only as good as the people who work in it is a truism 
which hardly needs repetition. Yet superintendents of psychiatric hospitals, 
the very people whose business is human relations, have lagged far behind 
enlightened industrialists who discovered long ago that a good staff is not 
a happy accident, but the result of careful planning. 

Recruitment means more than having an applicant fill out a form and 
start work on a hit-or-miss basis, with little reference to his abilities and 
inclinations. Education means more than a quick once-over-lightly instruc- 
tion as to where supplies are kept, with the whispered comment, perhaps, 


that “the chief nurse likes it done this way.” 


And good working conditions 


imply more than clean towels in the lavatories and fluorescent lighting. 


After three years operation of a 
properly organized modern personnel 
program at this 8,000-bed hospital, we 
can observe reduction of staff turn- 
over, direct savings in tax money, 
better staff morale and consequent in- 
creased levels of patient care. 

Five years ago we lost an average of 
50 employees a month. This high 
turnover reflected the large number 
of minor complaints and dissatisfac- 
tions which went unheard. The su- 
perintendent, devoting at least one 
third of his time to personnel prob- 
lems, had time only for the routine 
transactions of appointment, dis- 
charge, promotion and rating. 

Today the turnover has been re- 
duced to about 20 employees a month 
out of a force of over 1300. According 
to a recent study by the Veterans Ad- 
ministration each employee replace- 
ment costs about $300. Whereas we 
had previously therefore suffered a 
loss of $15,000 a month, today this 
inevitable leakage has been reduced 
by $9,000 for each month of the year. 

The personnel office has time to do 
what the harried superintendent had 
not: establish proper channels for the 
airing of grievances and the expres- 
sion of ideas and suggestions from all 
levels. Other administrative personnel 
benefits established through the efforts 
of the personnel office were an Em- 
ployee Credit Union and a group hos- 
pitalization insurance plan. The re- 
duction in turnover and increased 
morale reflects this planning. 

Since the personnel office estab- 
lished a recreation program for all 
employees, the average age of the staff 
has dropped ten years—this during a 


labor shortage and in spite of the fact 
that Manteno is located in a rural 
area and a “tight” labor market area. 
The hospital-wide recreation com- 
mittee organizes dances, parties, 
picnics, sports tournaments and other 
activities to fill the 16 hours of off- 
duty time. 

But perhaps the most significant 
step ever taken in hospital personnel 
administration was the establishment 
two years ago, by the Illinois Civil 
Service Commission, of a system of 
continuous examinations for 
tendants. Candidates for such work 
can now take Civil Service tests, re- 
ceive physical and mental examina- 
tions and be placed on the job within 
a single day. A professional personnel 
counselor in the hospital, who can 
give the Civil Service examinations 
and evaluate the civil service tests, has 
made this on-the-spot hiring possible. 
The cost of recruitment and hiring 
has been greatly reduced through the 
elimination of Civil Service list can- 
vassing, correspondence and _ other 
time-consuming operations. 

Before the establishment of our per- 
sonnel office, staffing was done on a 
hit-or-miss basis. Today it can be 
planned on the basis of caseloads and 
job assignments, and reflects the needs 
of the hospital both for immediate 
and projected requirements. This pro- 
vides a factual basis for determining 
the dollar needs of our institution. It 
give the legislator the answers to the 
questions he must ask in order to carry 
out his responsibilities to his con- 
stituents. Indeed, without such factual 
information, it is almost impossible to 


justify the requests made of the appro- 
priating bodies. 

The development of educational 
programs within the hospital has 
made it possible for us to increase sub- 
stantially our professional staff. The 
number of registered nurses has more 
than doubled and there are nearly 
50% more physicians. Whereas before 
we established our personnel office 
there were 300 attendants who had 
not completed instruction in the care 
of patients, today there is not one of 
our force of 600 who has not finished 
a thorough orientation and instruc- 
tion course. It is hardly necessary to 
stress the consequent improvement in 
patient care. 

The burden which was taken off the 
superintendent has left him time to 
develop other programs leading to 
better care of patients, such as re- 
search programs, liaison arrangements 
with nearby universities, special prob- 
lems of patient care and supervision of 
the institution, including systematic 
preventive maintenance techniques. 

Any part of a mental hospital pro- 

gram must be judged by its effect on 
patient care. If a program raises the 
level and in so doing increases the 
possibility of discharge or makes hos- 
pital life happier for the patient, then 
it has an important place in the hos- 
pital’s overall administration. Our 
personnel program has done just this. 
The staff is better trained, has higher 
morale and is allocated according to a 
well-conceived rationale. The program 
has resulted in significant savings to 
the taxpayer by the reduction in per- 
sonnel turnover, and in turn assures 
modern and effective personnel man- 
agement in a psychiatric hospital. 


A.P.A. NURSING CONSULTANT 
LEADS MENTAL HYGIENE 
CONFERENCE 

A three-day institute on “Nursing 
Aspects in Mental Hygiene,” pre- 
sented by the Dalhousie (Nova Scotia) 
School of Nursing was led by Miss 
Elsie Ogilvie, Nursing Consultant to 
the A.P.A. 

Specific nursing problems of chronic 
illness were the subject of one plenary 
discussion, and Miss Ogilvie led a 
talk on the community contribution 
to mental health, with particular ref- 
erence to how the nurse fits into com- 


munity mental health programs. 
(16-4) 
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EDITORIAL 


To paraphrase a well-known adver- 
tising slogan—in psychiatric institu- 
tions nearly everyone reads MENTAL 
HOSPITALS. Except the patient. 
And a week or so ago, my office began 
thinking about this non-reader—the 
man the magazine is really about. 
Just how many patients, they asked, 
do not read MENTAL HOSPITALS? 

It may be unusual for an editor to 
boast about his non-readership—but 
MENTAL HOSPITALS is an un- 
usual magazine. Its “non-readership 
statistics” really tell the story of its 
usefulness. And because if you don’t 
tell people, they won't know, I 
thought I would share some of the 
results of the informal survey con- 
ducted by my office on this matter of 
non-readership. 

Among our 425 member institu- 
tions, there are 175 State hospitals or 
87%, of the national total. These 
member hospitals serve more than 
467,000 patients. Thirty-seven percent 
of the schools for the mentally defec- 
tive are members—these schools look 
after another 55,500 patients. Our 
seventy-eight private hospitals care 
for a further 7,000. The Veterans Ad- 
ministration has a 100% plus mem- 
bership—by “plus” I mean that all 
their neuropsychiatric hospitals be- 
long to the Service, plus those general 
medical and surgical hospitals with 
sizable neuropsychiatric units. This 
accounts for a further 50,000 patients. 

General, federal, territorial, public 
health, army, navy, county and city 
hospitals who belong to the Service 
serve a further 14,000 patients, while 
the nineteen Canadian hospitals of 
all designations include about 15,500. 
Our three foreign members care for 
an estimated 5,000. 

This analysis showed us that the 
5,000 people who read MENTAL 
HOSPITALS do so on behalf of 614,- 
000 hospitalized mental patients in 
the United States, Canada, the Terri- 
tories and abroad. For every one 
reader of the magazine, there are 
about 122 non-readers—patients. 

The actual readership of MEN- 
TAL HOSPITALS can be estimated 
only on the basis of information sent 
to us by our members, to which may 
be added our private mailing list, 
which includes our Consultants and 
Regional Representatives, some State 


Authorities, officers of the A.P.A., ad- 
vertisers, authors and A.P.A. employ- 
ees. From members’ information I 
find that probably ten percent of the 
people reading this editorial are su- 
perintendents; business managers, 
administrators or purchase agents ac- 
count for a further ten percent, an- 
other twenty percent are clinical 
medical staff members. Ten percent 
of chief nurses are reading it, and 
they have passed another twenty per- 
cent of copies to their department, 
including other nurses and aides. 

Occupational, recreational thera- 
pists and ancillary workers are read- 
ing another twenty percent of the 
copies; teachers in the schools account 
for perhaps one percent; I believe 
that about two and a half percent are 
being read by psychologists. Mental 
Health Authorities account for an- 
other two and a half percent—and a 
good proportion of this number will 
pass their copies on to legislators, 
while a floating four percent of the 
copies presumably go to other dis- 
ciplines or are spread out among 
those named above. 

But when we come to our non- 
readers, we are on firmer ground: 
according to our Central Inspection 
Board about 51% of all resident pa- 
tients have a diagnosis of schizophre- 
nia; thirty percent are geriatric pa- 
tients. Ten percent of all beds in 
hospital are usually for the reception 
and active treatment of recoverable 
patients, while another 10% of beds 
are for m*dical and surgical care and 
for tuberculous patients. Of the 
schizophrenics and geriatric patients, 
the larger portion may be considered 
as “continued treatment” patients. 

During the coming year, therefore, 
our readers may expect to find more 
material upon schizophrenia and espe- 
cially upon the research aspects of 
this disease, since research is the only 
way in which some of our “continued 
treatment” wards may be emptied and 
the patients shown statistically as 
“active service, recoverable”; articles 
upon the follow-up care of patients to 
prevent re-admissions; upon the care 
of geriatric patients and increased 
emphasis upon the continued treat- 
ment of the “hard core” of patients, 
in an endeavor to make their hospital 
life a happier, more productive one. 

I might sum up by saying that un- 
like most magazines, the editorial pol- 


icy of MENTAL HOSPITALS is 
predicated not upon the interests of 
its readers, but upon those of its non- 
readers. This however, would be un- 
true—the two interests are of course 
identical. So I can draw no moral 
from this editorial—I can only present 
the facts for the interest of our read- 
ing members! 
DANIEL BLAIN, M.D., 
Editor, MENTAL HOSPITALS. 


PROGRAM ACTIVITIES 
of N.1.M.H. 


By R. H. FELIX, M.D., DIRECTOR, 

National Institute of Mental Health 

The establishment of a Federal in- 
stitute to consolidate and extend the 
nation’s mental health activities and 
resources was first proposed in 1939 
and endorsed by the American Psy- 
chiatric Association. Although World 
War II intervened to halt this move- 
ment, its need was vividly emphasized 
by the high rate of Selective Service 
rejections for mental and emotional 
difficulties. 

The National Institute of Mental 
Health, located in Bethesda, Md., was 
established in April 1949 as one of the 
components of the National Institutes 
of Health, the research arm of the 
Public Health Service, F.S.A. Its es- 
tablishment was authorized in the Na- 
tional Mental Health Act, approved 
by Congress in 1946. This legislation 
also made Federal funds available to 
assist independent research, expand 
mental health training and provide 
more community services in this field. 
In principle the National Mental 
Health Act affirmed the premise that 
public health methods which had al- 
ready lessened the threat of many 
physical diseases, might also be adapt- 
ed to the battle agains: mental illness. 

The N.I.M.H. is headed by a Di- 
rector, and consists of the Office of the 
Director, and six branches for re- 
search, research grants, training, com- 
munity services, biometrics and 
professional services. 

The research grants and training 
branches handle the Federal grants 
programs in their respective areas; 
they receive applications for govern- 
ment support of independent research 
and for training of qualified persons 
in mental health skills, and administer 
Federal funds to approved recipien‘s 
as recommended by the National Ad- 
visory Health Council. 
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The professional services branch 
studies the relationships between emo- 
tional disorders and social problems 
such as juvenile delinquency, alcohol- 
ism, housing, old age and community 
conflicts, and determines what useful 
services N.I.M.H. can perform in 


these fields. It also plans, develops, 
and evaluates program activities and 
with other branches of the Institute, 
attempts to work out a balanced, effec- 
tive program. 

The publications and reports sec- 
tion of the Office of the Director works 
with the professional staff of the 
branches in preparing informational 
and educational materials aimed at 
dispelling popular misconceptions 
about mental illness and developing 
positive concepts about mental health. 
This section also cooperates with pro- 
fessional and lay groups in the field 
of mental health by providing re- 
prints, pamphlets, news letters, pre- 
paring network presentations and by 
lending films to assist in their educa- 
tional programs. 


Need for Tested Facts 


Intelligent planning for a concen- 
trated public health attack on mental 
illness must be based on tried and 
tested facts—we need to know more 
about the problem before we can do 
more about it. In a recent article 
I pointed out that more follow-up in- 
formation on mental hospital patients 
was needed. Another major need is 
the evaluation of therapy. The con- 
cept of the mental hospital merely as 
a place of custody is no longer ac- 
ceptable. We must learn more about 
the patient and what happens to him, 
both in the hospital and after his re- 
turn home. To this end, the Biomet- 
rics Branch is working on a Model 
Reporting Area to aid in achieving 
uniform and meaningful statistics 
about mental hospital patients. 


The biometrics branch is also seek- 
ing the answer to pertinent questions 
concerning mental health clinic ac- 
tivities. An annual statistical report- 
ing system is being planned to provide 
uniform data. The basic information 
sought will be held to a minimum and 
will cover geographic areas served; 
hours per week the clinic is open; 
number, age, sex and diagnoses of 
persons served and the amount of 
service received; community services; 
professional staff members and train- 


ees; budget and source of funds. A 
preliminary draft of the statistical re- 
porting form has been distributed for 
comment and criticism to all State 
mental health authorities and to sev- 
eral interested national organizations, 
including the A.P.A. It is planned 
to publish the nation-wide report for 
the fiscal year 1955. 


The Community Services Program 


The staff of the community services 
branch together with all Federal Se- 
curity Agency regional mental health 
consultants, provides consultative and 
advisory services, on request, to as- 
sist states and local groups in develop- 
ing mental health programs and 
educational activities. Through this 
branch of N.I.M.H. the states may, if 
they wish, call upon the hospital con- 
sultants to survey their mental hos- 
pital activities. 

As long ago as 1916, Dr. Thomas W. 
Salmon, medical director of the Com- 
mittee for Mental Hygiene, pioneered 
this effort. Even then it was recog- 
nized that when public policies for 
the care and treatment of the 
mentally ill were planned, directed 
and administered by medically 
trained persons, the facilities and 
methods of handling the problem 
were far superior to those in com- 
munities where mere custodial care 
represented the total effort. 


By 1936 the efforts of the various 
national medical interests had re- 
sulted in a continent-wide effort to 
explore the problems of mental hos- 
pitals. The A.P.A. was one of the 
professional organizations that par- 
ticipated in this planning. The 
Surgeon General of the U. S. Public 
Health Service assigned Dr. Grover A. 
Kempf to cooperate in the studies and 
the Federal Government alloted funds 
for the partial support of the new 
committee. In 1939, the functions of 
the Mental Hospital Survey Commit- 
tee were assumed by the Public 
Health Service. Today the medical 
profession has assumed leadership in 
shaping and directing public policies 
for uniform distribution of adequate 
facilities for early recognition and 
treatment of mental illness. 


Historical Background of the 
Draft Act 


In 1868 Isaac Ray had already de- 
cried the subjection of the mentally 


ill to humiliating and degrading com- 
mitment procedures, and criticized 
statutes that hindered the prompt use 
of effective methods “in promoting 
the comfort and restoration of the 
patient.” Much of the philosophy of 
the present-day “Draft Act”, which 
was prepared by the N.I.M.H. and 
the General Counsel of Federal Secur- 
ity Agency, can be discerned in the 
recommendations of the Committee 
on Legal Measures and Laws in 1930. 
These recommendations, which were 
made to the First International Con- 
gress on Mental Hygiene, were an 
early expression of a growing belief 
that hospitalization procedures, closely 
patterned on criminal statutes, sub- 
jected mentally sick persons to emo- 
tionally harmful experiences. Even 
then, a few states were moving to dis- 
card penological connotations from 
hospitalization procedures. As a rule, 
the demand for the modification of 
commitment laws does not arise in a 
state until provision for the care and 
treatment of its mentally ill has be- 
come fairly progressive. Hence states 
with modern mental hospital systems 
generally have humane _hospitaliza- 
tion procedures. Proper inspection 
safeguards have done much to dispel 
old fears of “railroading” and ma- 
licious imprisonment. 

In 1949 the National Advisory 
Mental Health Council recognized the 
growing interest in better commit- 
ment procedures by requesting the 
N.I.M.H. to draft a model statute that 
might be adapted to fit into existing 
state statutory and administrative 
frameworks. The result was “A Draft 
Act Governing Hospitalization of the 
Mentally Ill” in 1950. It was the 
opinion of the drafting committee 
that if the Act itself and its annotated 
commentary stimulated further dis- 
cussion and study of existing statutes 
and of the basic medico-legal con- 
siderations involved, the purpose of 
the committee’s work would be 
achieved. 

Lawyers, as well as_ psychiatrists, 
realize only too well that legislation 
alone cannot solve our intricate com- 
mitment problems. However, legis- 
lation is one of the important points 
of attack. As our laws are improved, 
discrepancies between statutes and 
practice will be pointed up and de- 
mands for improved statutes will un- 
doubtedly receive broader support. 
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Mental Health Division 


In statistical functions the Depart- 
ment is advised by the Dominion Bu- 
reau of Statistics, a branch of the De- 
partment of Trade and Commerce of 
the Federal Government. The Bu- 
reau derives its powers from the Brit- 
ish North America Act which is 
Canada’s “Constitution.” This Act 
provides that the legislative powers 
of the Federal Parliament include 
matters pertaining to the census and 
statistics. The Federal Parliament 
in turn empowers the Bureau spe- 
cifically to “collect, compile, analyze, 
abstract and publish statistics in rela- 
tion to hospitals, mental institutions, 
tuberculosis institutions, charitable 
and benevolent institutions. 
Since the same Act also gives Provin- 
cial Legislatures exclusive powers to 
establish, maintain and manage hos- 
pitals, the federal collection of mental 
institution statistics has to be carried 
out within the frame-work of federal- 
provincial agreements or informal 
working arrangements. The annual 
published statistics from these institu- 
tions are the products of provincial 
administration. 

A third agency, the Advisory Com- 
mittee on Mental Health, also pro- 
vides the Department with advice and 
help in statistical matters. 

National statistics pertaining to the 
mentally ill in Canada have been 
available in one form or another for 
80 years. Earlier data were taken 
from studies made of the decennial 
census, the first being carried out 
in 1871. Sixty years later, in 1931, 
the first special census of mental insti- 
tutions was undertaken by the Bu- 
reau and covered all resident patients. 
The following year, in response to an 

increasing demand for detailed infor- 
mation on institutional care of the 
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Canadian Statistical Methods 
Differ From U. S. Operations 


By J. W. FISHER, Ph.D., & C. A. ROBERTS, M.D., C.M. 
Dept. of National Health & Welfare 


The collection of statistics in Canadian mental institutions differs in several 
important respects from the operation of America’s Model Reporting Area 
(MENTAL HOSPITALS, October, 1952.) 

The Mental Health Division of the Department of National Health and 
Welfare in Ottawa was created in 1945, but unlike its Washington, D. C., 
counterpart, the National Institute of Mental Health, it has no statutory re- 
sponsibility for the collection and publication of data on mental disorders. 
It possesses, however, a wide range of other duties in the field of mental health. 


mentally ill, the Bureau undertook to 
publish annual reports based in part 
on data compiled from reporting 
schedules. This information was gen- 
erally concerned with movement of 
patient population, and the capaci- 
ties, finances and facilities of the in- 
stitutions. 

In the same year two agencies (the 
Bureau and what is now called the 
Canadian Mental Health Association) 
instituted, with the cooperation of 
the provincial departments of health, 
a system of statistical reporting cards, 
on which age, sex, marital status, 
origin, occupation, education and 
diagnosis, was reported for each pa- 
tient admitted to or discharged from 
a mental institution. Statistics on the 
characteristics of patients supple- 
mented those compiled from the 
schedules in the Annual Report of 
that year. This procedure is the basis 
of the present reporting system. 


Federal-Provincial Collaboration 


Today the joint work of the Bu- 
reau, the Advisory Committee and the 
Mental Health Division of the De- 
partment of National Health and 
Welfare, in cooperation with the prov- 
inces and their mental health person- 
nel, helps to promote better reporting 
of more reliable data and to maintain 
a continuing review of the whole sta- 
tistical system. One result of this 
cooperation between Federal and 
Provincial personnel is a higher per- 
centage of reporting cards being sent 
in by mental institutions. Recently 
the schedules, reporting cards and the 
annual publication were revised to 
keep abreast of developments in the 
field of mental health since the incep- 
tion of the reporting system, as well 


as with the increasing demands of 
those who use these statistics for new 
types of data. In 1951, a survey was 
made of psychiatric out-patient clinics 
in general hospitals and this infor- 
mation will shortly be available. In 
future these statistics will be incor- 
porated with those now derived from 


the schedules and cards. Other re- be 
cent changes are the elimination of m 
unnecessary questions on cards; sim- 3 
plification of cards and schedules; the ha 
addition to the cards of questions on the 
special treatment facilities, and of fou 
personnel and finances to the sched- not 
ules. Reference standards have been the 
set up to describe the term “bed ca- the 
pacity” to be used by all mental insti- wh, 
tutions. To 
Only so much information can be coll 
requested from the institutions. Too ans' 
many questions prejudice the reliabil- whi 
ity of the answers given because they pra 
add to the administrative burden of a 
the authorities. Thus a compromise ff like: 
has to be made so that data will serve dem 
as many people as possible, always § yp 
bearing in mind that with the passage denc 
of events needs may change too. _ 
cee 
Perpetual Inventory Started cf 
One of the main difficulties en- 
countered by the three organizations 
is to ensure that published statistics 
are of current value. Delays in re- § Pray 
porting, analyzing and publishing are at L 
being eliminated as quickly as pos- 
sible. By 
One important recommendation L 
adopted two years ago was an age-sex RAI 
census of mental hospital patients. C 
Until this was carried out, knowledge h 
of the patient population was limited . 
to the number of patients of each sex 
in residence at the end of the year, 
and to data on current admissions and Wo 
discharges. It was impossible to com- “a - 
pute rates of first admission, re-admis- _ 
sion, discharge and death except in ier , 
relation to the total population. This ain 
census is now complete and the infor- aed 
mation is being matched with the es 
admission reporting cards to prepare > 
a file of patients resident on the cen oy 
sus date. This will be maintained as 
a perpetual inventory by adding all em 
admissions and subtracting discharge |, ‘I 
and deaths. dificul 
A statutory amendment to the St am | 
tistics Act is now pending which willf |. sae 
remove certain restrictions on general 7 a 
institutional information, while pre able f 
or 


serving the present secrecy concerning 
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financial questions and individual pa- 
tients. At present nobody other than 


va a few defined in the Act may be per- 
ics mitted to see an individual return, or 
or- part thereof, without consent in writ- 
ing from the person submitting the 
or- return. This amendment will greatly 
am increase the usefulness of the work 
re being carried out in the collection of 
of mental hospital statistics. 
im- It is useless to gather data hap- 
the hazardly in case somebody may want 
on them, but in certain instances it was 
of found that essential information had 
hed- not been gathered because those at 
seen the receiving and analytical end of 
| ca- the operation did not know exactly 
nati- what was needed and for what reason. 
| Today the statisticians are trying to 
= be collect data for definite purposes—to 
Too answer specific intelligent questions 
-abil- which are being and will be raised by 
they practising psychiatrists, hospital ad- 
a of ministrators, epidemiologists and the 
scialag like. When those questions which 
serve demand answers have been asked and 
lways hypotheses formulated for which evi- 
assage dence is required, then efforts can be 
made to collect the essential data in 
keeping with proper analytical mathe- 
d matical procedures. 
en- 
utistics 
in re- § Practical Approach Success 
ng are § gt Disturbed Children’s Unit 
pos 
ii By RAYMOND WAGGONER, M.D. 
dation Director, and 4 
age-sex RALPH D. RABINOVITCH, M.D. 
4 Chief, Children’s Service, 
— N. P. Institute, University of Michigan, 
Ann Arbor, Mich. 
i 
PART 2 
re year, 
ons and Workers visiting our Unit frequent- 
te ones ly raise a number of important ques- 
e-admis§ tions that we might consider briefly 
ccept "Bi here. The question of intake is a 
Ths major concern. At first we had mis- 
he infor- givings about accepting the very dis- 
vith the turbed, destructive and hostile child 
prepare but experience has shown that in a 
the cem® dosed unit, with adequately trained 
tained “§ personnel in sufficient number to pro- 
iding alll vide “specialling” when required, such 
lischarge§ children can be treated without major 
| difficulty and often with gratifying 
> the StH success in a relatively short period. 
hich wil Legislative provision enables us to 
~ genera decide whether or not a child is suit- 
vhile bs able for our Service but over the past 
oncerning 


four years we have tended to become 
progressively less selective rather than 
more so. The great need is for emer- 
gency facilities and treatment re- 
sources for the child who cannot be 
managed in the usual community set- 
tings. This does not mean that child- 
ren in whom prognosis for change is 
very poor are admitted; for these 
cases we recommend direct commit- 
ment to one of our larger State 
schools or State hospitals. On the 
other hand the trend in the field of 
residential treatment for children ap- 
pears to be toward increasing selectiv- 
ity which implies too ready exclusion 
of the children most in need of help. 
Our experience should provide en- 
couragement for communities anxious 
to provide care for these more difficult 
and yet treatable cases. There is still 
much to be learned about prognosis 
in individual syndromes and there is 
a great need for longitudinal pooled 
research in this area. Present know- 
ledge however should enable us to 
meet most community needs. In the 
final analysis the primary function of 
any unit such as this must be service, 
with teaching and research carried 
on against the background of service. 
Another question relates to the 
building design best suited to the 
treatment of the cases to which we 
have referred. If short-term care to 
meet community needs is planned and 
children are admitted who cannot be 
treated outside of a hospital setting, 
then diffusion rather than specificity 
of parent image seems indicated. In 
the cottage plan type of institution 
for example, children are assigned 
specific substitute parents. Experi- 
menting with this practice with severe- 
ly disturbed children we have found 
that such an artificial situation just 
does not work. Opportunity for dif- 
fusion of parent image and selection 
at his own level by the child have 
proven much more therapeutic. Most 
of our children come to us with severe 
distortions in their parent relation- 
ships and because of this it would 
seem wiser to impose no specific par- 
ent images at the outset of treatment 
but to wait until the child is ready for 
such relationships. This considera- 
tion will determine the basic building 
plan, which will be very different if 


long-term care of less disturbed child- 
ren is projected. 


Continued Out-Patient Treatment 


Another basic consideration relates 
to length of treatment in hospital. 
We have found that most children, 
regardless of the level of their distur- 
bance on admission, are ready for a 
more normal and less intensive place- 
ment situation within approximately 
six months. Many will require con- 
tinued treatment after they leave us, 
but this can be done more effectively 
on an out-patient basis while the child 
is enjoying more normal experiences 
in a community setting. When we 
planned our Service we were not suf- 
ficiently aware of this reality but 
experience has shown clearly the im- 
portance of placing a child at the 
earliest possible time and allowing 
him to make use of new resources he 
has gained in treatment in as normal 
a situation as he can tolerate. There 
is still of course the problem of find- 
ing placement resources for continued 
treatment after discharge and much 
community education and planning is 
necessary to provide these facilities. 

It is somewhat early for us to eval- 
uate therapeutic results with the group 
we have treated to date; we have been 
most encouraged, however, by the gen- 
eral quality of improvement in the 
majority of our cases. Some children 
have had to be readmitted for brief 
periods and others, following study 
or attempt at treatment have been 
committed to State hospitals for long- 
term care, but a high proportion have 
been able to make a successful ad ‘ust- 
ment with continued out-patient treat- 


ment or other therapy in the com- 
munity, 


Importance of Good Personnel 

Finally there is the question of per- 
sonnel. Regardless of the physical 
structure or the treatment philosophy 
of any unit, the essential factor in 
success or failure will be the quality 
of personnel, their capacity to accept 
deviation in children, to handle ag- 
gression, to deal wtih temper out- 
bursts or rage reactions, to stimulate 
the inhibited and in general to be 
involved in the treatment challenge 
and identify closely with the total 
project. We have found that doers 
are a good deal more effective than 
observers in this work. The profes- 
sional core consists of child psychia- 
trists, psychiatric residents in training, 
clinical psychologists and social work- 
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ers, all of whom will deal with in- 
dividual children and their families. 
The residential situation calls for an- 
other group of workers, who will be 
with the children in their daily living, 
eat with them, play with them and put 
them to bed. The success or failure 
of a residential program will depend 
in large measure upon the quality of 
this staff. Psychiatric nurses super- 
vise the day-to-day program. ‘Teach- 
ers in special education and occupa- 
tional therapists, specially trained, 
perform their specific functions. But 
equally vital are the attendants or 
counselors who work directly with the 
children. We have found that stu- 
dents, viewing this experience as field 
training and using it as a step toward 
later professional work, are particular- 
ly effective. Located in a University 
town and as part of the larger Uni- 
versity setting we are ideally situated 
to draw interested young people into 
the field and while we provide train- 
ing for them they in turn serve our 
children. They are paid for their 
work; there are no volunteers. These 
students, drawn from the fields of 
«medicine, social work, education or 
psychology, provide a core of insight- 
ful young and enthusiastic personnel 
of graduate-school college level, who 
vitalize our program and in fact make 
it possible. At the same time they 
learn with us and many are stimulated 
to continue in the field after com- 
pletion of training. 
Diagnostic Insight Vital 

We have found that the importance 
of diagnosis and sharing of diagnostic 
insight with the entire staff cannot be 
overstressed. Of course diagnosis is 
not an end in itself but clarity about 
diagnosis at both the biological and 
the psychodynamic levels is usually 
essential in planning total treatment 
for the child. The specific and dif- 
ferent needs of the various groups 
stand out clearly in our unit. For 
example, the neurotic child requires 
corrective relationships and an oppor- 
tunity for direct psychotherapy often 
of an interpretative type. The schizo- 
phrenic child with his basic dysident- 
ity and amorphousness of ego boun- 
daries requires repeated reiteration of 
simplest identities and a program of 
the most clear-cut type. The brain in- 
jured child requires patterning, per- 
severative experiences, impulse con- 
trol and often opportunities for re- 
gression. The psychopathic child 


needs control from without with mini- 
mal expectation of conformity or so- 
cial identification but maximal oppor- 
tunities for mirroring. The aggression 
inhibited child with internalized 
anxiety and psychosomatic illness re- 
quires the stimulus for acting out ag- 
gressive impulses. The child with 
educational retardation, regardless of 
cause, usually requires individual 
remedial work before he can return 
to his community school. These bio- 
logic and psychodynamic realities 
must be understood and shared by the 
entire staff and it has become essen- 
tial to our philosophy that the entire 
group be made aware of the child’s 
background and modes of adaption 
as well as his progress in direct psy- 
chotherapy. To accomplish this it is 
evident that the personnel must have 
a high level of insight, previous back- 
ground and capacity for learning. 

The field of residential treatment 
of disturbed children is new and at 
this stage largely in the process of 
development. On the basis of ex- 
perience over the past four years we 
have been encouraged by the positive 
potentials of relatively short-term 
treatment of severely disturbed child- 
ren in a closed setting in which total 
treatment can be integrated. The 
orientation, while it provides for train- 
ing and research, can be essentially 
practical and geared to meet com- 
munity needs. The major consider- 
ation in planning is the availability 
of trained staff and of personnel to 
serve as staff-in-training. Because so 
many workers and so many activities 
are involved such service is expensive. 
In the treatment of severely disturbed 
children, however, there can be no 
shortcuts and the cost always appears 
high. But a children’s service repre- 
sents an investment in the future, an 
investment which we feel can be 
shown, from every standpoint, to be 
more than valid. In Michigan we 
have been fortunate that advanced 
legislation has afforded us a unique 
opportunity for creative exploration 
into what can be done. It may be 
that our experience, more positive 
than we had dared hope, will be of 
value to others as they plan to imple- 
ment resources in this much neglected 
field. 

A limited number of reprints of this 
article are available from Mental Hos- 
pital Service, or from Drs. Waggoner 
and Rabinovitch direct. 


Legislation 


PSYCHOTHERAPY MEDICAL 
PROVINCE, A.P.A. COMMITTEE 
HOLDS 


In supporting a Bill now in the 
N.Y. Legislature which would amend 
the State’s law in defining the practice 
of medicine to include “mental condi- 
tions” as well as physical, the Execu- 
tive Committee of the A.P.A. took the 
official position that psychotherapy is 
a province of medical practice. 

‘The training of professional groups 
other than psychiatrists does not qual- 
ify them for the independent practice 
of psychotherapy or any other form 
of medical treatment, said the Presi- 
dent, Dr. D. Ewen Cameron. No group 
other than qualified physicians can 
assume responsibility for the total 
health of a patient, nor may the physi- 
cian delegate any of his medical re- 
sponsibility to any other discipline. 

While the A.P.A. recognizes the 
skills of other professional groups— 
psychologists, ministers, teachers, 
lawyers, social workers, etc.—any legis- 
lation to “license” persons other than 
physicians to practice psychotherapy 
threatens to separate psychotherapy 
from medicine and is against sound 
public policy. 

Dr. Cameron also noted that the 
House of Delegates of the A.M.A. 
went on record in December 1952, 
stating that “the practice of psycho- 
therapy is but one aspect of the total 
therapeutic armamentarium of a phy- 
sician and therefore cannot be split off 
as an isolated technical skill divorced 
from the overall diagnostic and treat- 
ment procedures inherent in the prac- 
tice of medicine . . . it is deemed ad- 
visable that all medical practice acts 
include the treatment of illness by 
psychological means.” (15-9) 


Bids for Patients Care 

The Office of Territories, Dept. of 
the Interior, will receive bids for the 
care and custody of the mentally ill 
from the Territory of Alaska up to 
5 p.m. 24th April, 1953. The period 
will be from July 1, 1953 to June 30, 
1958. The current patient load is 
about 350. For complete information 
address the Director, Office of Terri- 
tories, Dept. of Interior, Washington 
25. 
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